It was proposed that the psychiatric diagnosis assigned to a patient is related to particular life styles as inferred from specific symptom constellations. 2 aspects of life style as expressed in symptomatology were investigated: sphere dominance, that is, preferred mode of expression in thought, action, or affect; and role orientation, that is, predominant attitude toward self and others, such as "turning against the self," "turning against others," and "avoidance of others." Results based on 521 Ss indicate that sphere dominance and role orientation in combination predict assigned diagnosis to a substantial degree. These findings suggest that various aspects of psychopathology may be investigated more fruitfully in terms of style variables than in terms of traditional diagnoses.
Individual symptoms, as well as some complex combinations, have been found to be minimally related to conventional diagnostic categories (Freudenberg & Robertson, 1956; Wittenborn, Holzberg, & Simon, 19S3; Zigler & Phillips, 1961c) . This is surprising since the classificatory principle for the present diagnostic system is supposedly symptom manifestation. Adding to the mystery is the finding that as long as diagnosis is confined to broad diagnostic categories it is reasonably reliable (Foulds, 19SS; Hunt, Wittson, & Hunt, 1953; Schmidt & Fonda, 1956; Seeman, 1953; Zigler & Phillips, 1961b) . Thome (1953) has thrown some light on this problem in arguing that the experienced clinician does not diagnose on the basis of textbook symptoms but rather on the basis of "the feel of the case." It may very well be this "feel of the case" which mediates the reliability of psychiatric diagnosis. While such a concept is much too ephemeral to be of value in an understanding of the diagnostic process it does suggest that the diagnostician employs the patient's total 1 This investigation was supported by the Dementia Praecox Research Project, Worcester State Hospital, and Research Grant MH-06369 from the National Institute of Mental Health, United States Public Health Service. This work was done in part at the Computation Center, Clark University, and the Computation Center of Massachusetts Institute of Technology, Cambridge. behavioral picture in order to arrive at a diagnosis. However, it is unreasonable to assert that the diagnostician ignores the specific symptoms of a patient in deciding on a diagnosis. Rather, it would appear that the symptom picture is employed as only one among a number of other possible indicators of the patient's general behavior style. Given this, individual symptoms would be expected to be only modestly related to diagnosis.
The present authors do not view symptoms solely as indexes of some pathological state. Rather, with other investigators, they propose that specific symptom patterns reflect a continuity in behavior or life style with the preand postmorbid periods. This position is supported by earlier findings that symptom constellations designated as action versus thought dominance and role orientation are related to both premorbid social competence Zigler & Phillips, 1960) and to outcome in psychiatric disorder (Phillips & Zigler, 1964) . Because the patient's predominant sphere of symptom expression (i.e., in action, thought, or affect) and his predominant interpersonal or role relationships are of prime concern to the diagnostician, the authors hypothesize that quantitative indexes of the patient's dominant sphere of symptom expression and his preferred role orientation will be related to the diagnosis assigned by the clinician.
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This article attempts to test this hypothesis. A classification system for the patient's preferred mode of self-expression is already an integral feature of the diagnostic process; that is, clinicians typically assess various spheres of psychological functioning. Thus, the character of the patient's thought processes, the nature of his affect, as well as those acting-out behaviors which might have precipitated referral or hospitalization are closely examined. A central thesis of the present article is that it is not so much the presence or absence of particular symptoms within these spheres of thought, action, and affect that determines diagnosis but the expression of symptoms predominantly in one sphere rather than the other two. Such an expression would be viewed as reflecting the general orientation of a patient in both his pathological and nonpathological behaviors. A large proportion of the symptoms represented in any hospital population can, on an a priori basis, be classified into these three spheres. Once this is done, a sphere dominance score can be constructed that reflects a patient's predominant mode of expression. This score would then be expected to be related to the patient's diagnosis.
The second aspect of life style to be investigated involves the patient's social role as expressed in symptomatology. The social role construct refers to the individual's general orientation or attitude toward both himself and others. In the present context it is reminiscent of the designation of general life styles such as those proposed by a number of theorists, for example, "moving away from others" (Homey, 1945) , "intropunitive" (Rosenzweig, 194S), and "symbiotic relatedness" (Fromm, 1947) . The importance of social role for the understanding of various aspects of pathology has been noted in a number of the authors' earlier articles (Phillips & Rabinovitch, 1958; Phillips & Zigler, 1964; Zigler & Phillips, 1961c) . In this body of work three symptom clusters have been isolated which were interpreted as reflecting the role orientations of (a) self-deprivation and turning against the self, (b) self-indulgence and turning against others, and (c) avoidance of others (Phillips & Rabinovitch, 1958) . As with sphere dominance, a role dominance score can be constructed which reflects the patient's predominant role orientation. The authors' second expectation, then, would be that this role orientation score is also related to the patient's diagnosis.
METHOD Subjects
This study was based on the examination of the case histories of 762 patients, 455 males and 307 females, admitted to Worcester State Hospital, Worcester, Massachusetts during a 12-yr. period (1945-19S7) . The particular case histories employed were those of patients referred to the hospital psychology department for psychological testing, and who were eventually diagnosed as suffering from a functional disorder. While this sample includes a wide variety of cases, extremely deteriorated or very agitated patients are seldom referred for psychological evaluation and are not adequately represented in this sample.
Diagnosis
The diagnosis ascribed to each patient in the study was that psychiatric classification agreed upon at a diagnostic staff conference and noted on the patient's hospital record as his primary diagnosis. The diagnostic classification of mental illness used at Worcester State Hospital during this period was based on the following sources: Standard Classified Nomenclature of Disease (1945 Disease ( -1952 and Diagnostic and Statistical Manual of Mental Disorder (1953-1957) .
The patients in the present study were categorized into four major diagnostic groups: manic-depressive, schizophrenic, psychoneurotic, and character disorder. Finer categories were not employed since they have been shown to be relatively unreliable. The composition of each of these groups was as follows:
1. Manic-depressive here was defined to include the diagnoses of involutional psychotic reaction; manic-depressive, manic; manic-depressive, depressive; manic-depressive, other; and psychotic depressive reaction.
2. The schizophrenic population included those with diagnoses of the following types of schizophrenic reactions: simple, hebephrenic, catatonic, paranoid, undifferentiated, and schizo-affective.
3. Psychoneurotic included diagnoses of the following types of psychoneurotic reactions: anxiety, dissociative, conversion, phobic, obsessive-compulsive, depressive, and other.
4. Character disorder included the diagnoses of personality pattern disturbance-inadequate, schizoid, cyclothymic, or paranoid type; personality trait disturbance-emotionally unstable, passive-aggressive, compulsive personality, or other type; and sociopathic disturbances of the following types: antisocial; dyssocial; sexual deviation; addiction, alcoholism; and addiction, drug addiction.
Symptoms
A symptom in the present study, as in earlier studies (Phillips & Rabinovitch, 1958; Zigler & Phillips, 1960) , refers to the description of a patient's behavior by a psychiatrist at the time of initial institutional contact, or the description of behavior presented by referring physicians as the primary reason for hospitalization. The symptoms include specific actions, for example, assault; general behavior patterns, for example, irresponsible behavior; thoughts, for example, sexual preoccupations; somatic reactions, for example, headaches; and general affect states, for example, being tense. Examination of the case records resulted in the tabulation of the following 46 discrete presenting symptoms: Since the remaining 10 symptoms did not lend themselves to clear placement into one of the three categories, they were not used in the sphere dominance classification.
The number of symptoms presented within each of the thought, action, and affect categories were summed for each 5. Inspection of the data indicated that the three types of symptoms occurred with different frequencies; that is, the average number of thought symptoms was greater than the average number of affect symptoms, which in turn was greater than the average number of action symptoms. To eliminate the absolute differences of the frequency with which symptoms occurred in the three spheres, each S's number of symptoms score was expressed as a sigma score within each of the three symptom spheres. A mean sigma score was then computed for each S by averaging his sigma scores across the three symptom categories. Ipsative scores were computed for each 5 by calculating the deviations of his thought, action, and affect sigma scores from his mean sigma score. Each 5 was then placed into a sphere dominance class according to his highest positive deviation score; for example, Ss whose highest positive deviation score was in the thought sphere were classified as thought dominant, etc.
Construction of the Role Orientation Score
The findings utilized to construct the role categories and the rationale employed to include symptoms within these categories have been presented in detail in earlier studies (Phillips & Rabinovitch, 19S8; Zigler & Phillips, 1960 , 1961c . In the present study the role categories were modified in an effort to make them more representative of social role and to have thought, action, and affect symptoms fairly evenly represented in each of the three role categories. This required a reduction of the number of symptoms defining each role category. The symptoms retained were those that occurred most frequently in the hospital population.
The three role categories and the symptoms included in each are presented below:
1. Turning against the self: suicidal ideas, selfdepreciatory, suicidal attempt, depressed.
2. Turning against others: threatens assault, assault, robbery, temper outbursts.
3. Avoidance of others: suspicious, perplexed, hallucinated, withdrawn, apathetic.
For each 5 the symptoms presented within each of the three role categories were counted. Inspection of these data indicated that the number of symptoms in the three role categories occurred with approximately equal frequency, hence it was not necessary to compute sigma scores before classifying Ss. A role orientation score for each 5 was computed in the following manner. An 5 whose number of symptoms in the role category of turning against the self was equal to or greater than the sum of his symptoms in the two other role categories was classified as turning against the self. Similarly an S was classified as turning against others if the number of symptoms he presented in the role category of turning against others was equal to, or greater than, his total of symptoms in the other two role categories. The Ss were classified as manifesting a dominant role of avoidance of others in a similar manner. This method of classification resulted in a number of patients being unclassifiable. For instance, patients could not be classified who had an equal number of symptoms in two role categories and none in the third; those having four symptoms in one category and three in each of the other two categories, etc. Only 5s who could be classified on role orientation were included in the final analyses.
The final sample then consisted of a total of 521 patients (292 males and 229 females). Of these, 178 5s were classified as dominant in the role orientation of turning against the self, 96 Ss as dominant in the role orientation of turning against others, and 247 Ss as dominant in the role orientation of avoidance of others. One hundred ninety-four Ss, 172 Ss, and 155 Ss were classified as thought dominant, action dominant, and affect dominant, respectively.
RESULTS AND DISCUSSION
The distribution of the three sphere dominance groups across the four diagnostic categories as well as the expected distribution based on the null hypothesis are presented in Table 1 . The chi-square resulting from this contingency table was highly significant (x 2 = 147.06, df = 6, p<. 001).
As can be seen from Table 1 , schizophrenics tend to be thought dominant, while psychoneurotics and character disorders tend not to display thought dominance. Character dis- orders tend to be action dominant, whereas schizophrenics tend to display a lack of action dominance. Psychoneurotics and manicdepressives tend to be affect dominant, while character disorders tend to lack affect dominance.
Given the goals of this paper it is not enough to demonstrate that sphere dominance is related to diagnosis. The crucial question is whether the magnitude of the relationship is large enough to indicate that the style variable is an important component underlying the known reliability of psychiatric diagnosis. In order to assess the magnitude of this relationship, a contingency coefficient was computed for the data presented in Table 1 . The resulting contingency coefficient, corrected for number of categories (Peters & Van Voorhis, 1940) , was .596, indicating a respectable relation.
The distribution of the three role orientation groups across the four diagnostic categories as well as the distribution of expected values based on the null hypothesis are shown in Table 2 . The chi-square resulting from this contingency table was also highly significant (X 2 = 237.29, df=6,p< .001). This table indicates that while manic-depressives and psychoneurotics are characterized by the role orientation of turning against the self, schizophrenics tend not to employ this role. Character disorders tend to employ the turning against others role, while schizophrenics tend to lack this role orientation. Schizophrenics are predominantly characterized by the role orientation of avoidance of others, while the three other diagnostic groups show a lack of this role orientation. The cor- rected contingency coefficient associated with the relation demonstrated in Table 2 was .711.
In order to assess the relation between the role orientation and the sphere dominance categorizations, a Role Orientation X Sphere Dominance contingency table was set up (see Table 3 ). The relation between these two variables was also significant (x 2 = 111 .34, df = 4,p< .001). Table 3 indicates that patients classified as thought dominant primarily exhibit the role orientation of avoidance of others and tend to lack the role orientations of turning against the self and turning against others. Patients categorized as action dominant tend to be classified as turning against others, and as turning against the self, but not as avoiding others, while patients who are affect dominant tend to be categorized as exhibiting the role orientation of turning against the self, and to show a lack of the role orientation of avoiding others. The corrected contingency coefficient associated with Table 3 is .567.
A certain amount of relationship between the sphere dominance classification and role orientation might be expected due to the overlap of the symptoms employed to define both the role orientation and the sphere dominance categories. That each of these categorization systems retains a considerable amount of independent variance is attested to by the fact that, although the role orientation of turning against the self contains two thought symptoms and only one action and one affect symptom, patients categorized as turning against the self show a lack of thought dominance. Furthermore the coefficient of nondetermination indicates that 67% of the variance of the role orientation scores is not associated with the sphere dominance scores.
In the light of this degree of independence, an effort was made to assess the combined relation of sphere dominance and role orientation to diagnosis. This was done by setting up a triple classification chi-square (Air Force Research Bulletin No. S44-17) involving sphere dominance, role orientation, and diagnosis, which resulted in a highly significant finding ( x 2 = 553.38, dj = 28, p < .001). Although three of the expected cell frequencies are less than 5.0 it should be noted that these cells contribute relatively little to the highly Note.-Frequencies expected by chance alone are shown in parentheses, x* =-553.38, df =* 28, p < .001. C «• .717; a method for correcting a contingency coefficient baaed on a three-way chi-square is not available. significant chi-square found for this table. The contingency coefficient of .717 associated with this table indicates that a considerable amount of variance in psychiatric diagnosis is associated with the two life styles. The combination of the two style variables appears to be capable of accounting for virtually all that is reliable in psychiatric diagnosis, for diagnosis itself has been found to be far from perfectly reliable (Zigler & Phillips, 1961b) .
A problem with the contingency coefficient associated with Table 4 which is exacerbated by the finding of a significant relationship between sphere dominance and role orientation is that there is no way of knowing how much each of the style variables contributes independently to the relationship with diagnosis. In order to assess at least grossly this amount of relation, the somewhat questionable assumptions were made that the two style variables as well as the diagnostic categories reflect some underlying orderable series, and that the relationship between the two style variables and diagnosis was linear in nature. These assumptions allow the corrected contingency coefficients reported in Tables 1-3 to be employed as estimates of product-moment correlations which were then used to compute partial regressions and a multiple correlation between sphere dominance, role orientation, and diagnostic categories. The partial regression coefficient for sphere dominance on diagnosis was .284, and that for role orientation on diagnosis was .549, indicating that role orientation is a considerably better predictor of diagnosis than is sphere dominance. The multiple correlation of the two style variables with diagnosis was .748 (F = 328.95, dj = 2/518, p< .001).
The comparability of the magnitudes of the multiple correlation coefficient to the uncorrected contingency coefficient found for Table  4 indicates that this method for assessing the partial regression weights does not do any gross injustice to the data.
The results of the present study thus lend considerable credence to the authors' hypotheses that the psychiatric diagnosis assigned by the clinician corresponds in substantial degree to the patient's general behavior patterns or life styles rather than to the individual symptoms or discrete symptom combinations which the patient presents. These findings suggest that a symptom should not be viewed as a simple actuarial phenomenon which unerringly leads to a diagnosis, but rather that a symptom is a complex indicator which allows the clinician to derive inferences about the patient's general style of behavior.
The complexity of such indicators can be seen in such symptoms as "threatening assault," "suicidal thoughts," "attempted suicide," and "assaultive behavior." While the present diagnostic system is based on the simple presence or absence of individual symptoms, the authors' classificatory system relates individual symptoms in quite different ways to various life styles. Thus, suicidal attempt and suicidal ideas both indicate a role orientation of turning against the self, but suicidal attempt is categorized as sphere dominant in action, while suicidal ideas are classified as sphere dominant in thought. It is not any simple summation of individual symptoms, then, that corresponds to diagnosis; rather it is particular life styles as inferred from specific constellations of symptoms which are related to the psychiatric diagnosis assigned by the clinician.
This observation might explain why there is virtually no correspondence between individual symptom manifestation and the diagnosis assigned. Reliability in the assignment of diagnosis appears to follow from the consistency with which diagnosticians can independently infer styles of life from individual symptom manifestations. This organization of symptoms to reflect particular styles of life may be what Thorne has called the "feel of the case" and which thus lead clinicians to agree on the diagnosis to be assigned.
This conventional mode of diagnosis requires considerable training and always remains to some substantial extent unreliable. In contrast, the sphere dominance and role orientation indexes are objective and quantitative expressions of symptom manifestation. As the combination of sphere dominance and role orientation accounts for diagnosis at the upper limits of diagnostic reliability, the remaining variance in conventional diagnosis may well represent random error inherent in assigning diagnoses on an intuitive and subjective basis.
It must be stressed, however, that the authors are not attempting to provide a substitute for the current nomenclature. Rather, their effort is directed toward understanding the diagnostic process and toward making it more explicit, hence easier to teach, more reliable, and, as a consequence, more useful for choice of treatment and the determination of prognosis.
This article in conjunction with the authors' earlier findings that psychiatric diagnosis is related to attained level of social competence (Phillips, Broverman, & Zigler, 1966; Zigler & Phillips, 1961a) indicates that psychiatric diagnosis is essentially a complex indicator of at least three general dimensions of human behavior, namely, dominant mode of expression, social role, and general competence level. It should be noted that the findings of this and earlier studies have indicated that while these three general factors all share a certain amount of interrelationship, they are each somewhat independent of each other. In the final analysis, the fact that each plays a role in determining diagnosis may be of less importance than the way in which these three variables independently or in combination are related to such important aspects of psychopathology as etiology, prognosis, and the efficacy of particular forms of treatment. Approaching these basic issues in psychopathology in terms of such style variables would appear to be a far more promising avenue for investigation than the more general practice of exploring the correlates of Kraepelinian diagnosis.
